Introduction
Coeliac disease is an autoimmune condition characterised by damage to the small intestine 28 following the ingestion of the protein gluten (NICE, 2015) . The condition is managed by a Strom, 1994) . However, management of a dietary-controlled health condition, such as 34 coeliac disease, creates pressures that may harm one's relationship with food and have 35 been associated with an increased prevalence of disordered eating attitudes and behaviours 36 (Quick, Byrd-Bredbenner & Neumark-Sztainer, 2013) . Disordered eating describes a 37 spectrum of eating behaviours, which can range from clinical eating disorders to skipping 38 meals, binge eating, restricting certain food types or fasting (Grilo, 2006) . 39 The risk of developing disordered eating behaviours increases with psychological distress, 40 which frequently occurs in a range of chronic health conditions (Quick, Neumark-Sztainer, 2013). Furthermore there is an increased risk of developing disordered contribute to increased risk of disordered eating ( Yucel et al., (2006) suggested that the long-term dietary restraint, necessary in 63 coeliac disease, might contribute to disordered eating attitudes and behaviours whereas 64 Leffler et al., (2007) suggested that problems with maintaining the GFD may be associated 65 with disordered eating attitudes and behaviours. However, to fully understand the extent of 66 this problem and to understand the mechanisms behind disordered eating in coeliac 67 disease, larger sample sizes are required. regimen as a part of their treatment programme and individuals with coeliac disease were 160 required to self-report a biopsy confirmed diagnosis. 161 Participants were recruited through adverts on online support forums (e.g. Facebook) and 162 through Coeliac UK, the main charity supporting people with coeliac disease in the UK. 163 Interested individuals were directed to an online survey to complete the following 164 questionnaires. Men were recruited but only 14 took part, so this data was not analysed. providing 503 participants for analysis. 234 To assess the predictors of disordered eating, regression analyses were conducted to 235 examine the relationships between disease specific factors, disease non-specific factors and 236 disordered eating scores and to compare these amongst the different diagnostic categories. 237 Correlations were run between BES and EAT-26 scores and all other variables to select 238 covariates for the regression models. The covariates and nonspecific predictors were added 239 into stage one of the hierarchical regression, followed by disease specific predictors (dietary 240 management, gastrointestinal symptoms). All variables were centered before being entered 241 into the regression models. Bonferroni corrections were used to control for multiple 242 comparisons and reduce the chance of type one errors (Armstrong, 2014). 243 The fit of the model across the groups was assessed using three stages: 1) does the 244 predictor set work better for coeliac disease than other groups; 2) are the models 245 substitutable and 3) are the regression weights across the groups different. across the three groups (see Table 5 ). Further post-hoc Mann-Whitney tests revealed that 375 when the critical group and the high distress group were compared to the low risk group, 376 significant differences were found across all of the variables (p<.05). 
377

GFD, gluten-free diet; BES, Binge Eating Scale; EAT-26, Eating Attitudes Test-26
380 Surprisingly, years with diagnosis had a predictor importance less than 0.2 and was 381 subsequently removed from this cluster analysis. We calculated the age of diagnosis and 382 divided this into adult diagnosis, childhood diagnosis and less than 4 years. However, the 383 sample sizes were too small to conduct further analysis.
The primary goal of this study was to explore the prevalence, predictors and types of 
